Troy Farwell Holistic Health

Intake Form
Date:
NAME: EMAIL
SEX:____ BIRTHDATE: AGE: HEIGHT__ WEIGHT____

#1 Problem/Symptoms:

Date Symptoms Began:
Past Treatment/Results:

Health Problems

#2 Problem/Symptoms:

Date Symptoms Began:

Past Treatment/Results:

#3 Problem/Symptoms:

Date Symptoms Began:

Past Treatment/Results:

#4 Problem/Symptoms:

Date Symptoms Began:

Past Treatment/Results:




Troy Farwell Holistic Health
Intake Form

Are you currently receiving care from any other health professional(s)? (Please provide names) Please list all
supplements and prescription drugs below:

Is there any chance that you are pregnant? COYes [ONo
Do you have any known allergies or sensitivities (drugs, pollens, foods, etc)?

Is there any reason you cannot ingest herbal remedies prepared in food grade alcohol? OYes [INo

Have you ever undergone surgery or been hospitalized? (Please provide the date and reason)

Please describe any accidents or injuries you have sustained in the last five years:

Family Medical History

Please complete this section only for any family members with particular health problems. Relationship
Age (if deceased, age at death) Health issue

Mother -

Father - Siblings

- Children -

Grandmother -

Grandfather - Other:

Personal Health Habits

Weight 1 year ago: Weight in your early 20's: Goal Weight?
Are you a smoker? Years? Amount?

Have you smoked in the past? When did you quit?

Do you exercise regularly? Frequency? times/week
Type? Cardio Yoga Strength

Do you use recreational drugs? What types? How often

Do you drink alcohol? How often? What Kind? How much?
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Troy Farwell Holistic Health

Intake Form
DIET
Do you drink warm or cold water?
Do you drink coffee? OYes CONo How often? What kind?
Do you drink tea? OYes CONo How often? times/week. What kind?

To the best of your ability, please indicate what you typically eat on a daily basis (please be honest):

Breakfast: what time?

Lunch: what time?

Supper: what time?

Snacks:
Do you indulge in sweets and desserts? Yes No How often? times/week. How
much? __ servings/week.

Do you now or have you ever followed a restricted diet? Please describe and indicate when:

Rate the strength of your appetite on a scale 1-100.

Rate the strength of your digestion on a scale 1-100.
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